Rural Promising Practice: Transforming Advance
Care Planning into an Atmosphere of Support and

Communication

This model of care shows promise to increase rural
Veterans’ access to care and services, and is
recommended for replication at other facilities.

Medical Issue

Advance Care Planning (ACP) is the process in which
individuals think about and plan for future care and
treatment should they become unable to make or
communicate health care decisions for themselves.!
These preferences can be documented in a written legal
statement, called an “advance directive.”?> Department of
Veterans Affairs (VA) medical facilities offer information
on ACP and advance directives. However, many
Veterans have not yet considered ACP or
completed/updated their advance directives.

Access Challenge

Veterans cite barriers to completing ACP, such as time
constraints, lack of provider expertise, travel, and health
illiteracy.>*5¢ Consequently, the care that Veterans
receive in situations where they are unable to
communicate directly, may be quite different from what
they would have wished.”®

Solution

To proactively engage more Veterans in ACP, the Central
Arkansas Veterans Healthcare System (CAVHS)
established an interactive, group-based ACP program. At
the core of this program are facilitated group meetings that
promote and foster open discussions about care
preferences, values, and beliefs. These meetings, often
embedded into established group visits and shared medical
appointments, provide an intimate, relevant, and supportive
atmosphere for Veterans to participate in meaningful
conversations with other Veterans, family members, and
health care professionals with ACP expertise (e.g., a social
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worker, nurse, psychologist, or chaplain). Specially trained
health professionals lead the discussions and offer one-on-
one assistance to help complete advance directives. These
group leaders follow up with Veterans to assist with
problem solving and/or setting next steps. To address
travel barriers, the ACP program is available to rural
Veterans through telehealth technology.

At CAVHS, the ACP program has provided services to
more than 1,500 Veterans and their family members. In
one review of the program, 70 percent (306/437) of
Veterans chose to initiate or revisit a step of ACP after
attending a group meeting.®

By enhancing communication and discussing ACP with
family members, Veterans can reduce potential
emotional distress and discord regarding health care
decisions and increase their likelihood of completing
advance directives.

To Learn More

The U.S. Department of Veterans Affairs’ (VA)
Office of Rural Health (ORH) implements a
targeted, solution-driven approach to increase
access to care for the 3 million Veterans living
in rural communities who rely on VA for health
care. As VA’s lead advocate for rural Veterans,
ORH works to see that America’s Veterans
thrive in rural communities. To accomplish this,
ORH leverages its resources to study, innovate
and spread enterprise-wide initiatives through
partnerships.

To discuss implementing a Rural Promising
Practice
at your facility or to learn more, visit

or email
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